Background: Childhood injuries are increasingly treated in emergency departments (EDs) but the relationship between injury severity and ED resource utilization has not been evaluated. The objective of this study was to compare resource utilization for pediatric injury-related ED visits across injury-severity levels and with non-injury visits, using standardized, validated scales. Methods: A retrospective analysis of 2004-2008 ED visits from the Pediatric Emergency Care Applied Research Network Core Data Project. Maximum Abbreviated Injury Scale severity (MAIS) and Severity Classification System (SCS) scores were calculated and compared. MAIS and SCS are ordinal scales from 1 (minor injury) to 6, and 1 (low anticipated resource utilization) to 5, respectively. ED length of stay (LOS) and admission percentages were calculated as comparative proxy measures of resource utilization. Results: There were 763,733 injury visits and 2,328,916 non-injury visits, most with SCS of 2 or 3. Of the injured patients, 59.2 % had an MAIS of 1. ED LOS and admission percentage increased with increasing MAIS from 1-5. LOS and admission percentage increased with increasing SCS in both samples. Median LOS was shorter for injured versus non-injured patients with SCS 3-5. Non-injured patients with SCS 2-5 were more likely admitted than injured patients. Most injured patients had an SCS 3 with an MAIS 1-2, or an SCS 2 with an MAIS 1, with no correlation between the two scales. Conclusion: While admission rates and LOS increase with increasing AIS and SCS severity, these two classification schemas do not reliably correlate. Similarly, ED visit metrics differ between injured and non-injured patients in similar SCS categories. Although AIS and SCS both have value, these differences should be considered when using these schemas in research and quality improvement.
Background
Injury is the leading cause of mortality and acquired disability in children, (Centers for Disease Control and Prevention 2010) and it is estimated that for every fatal injury there are 25 children hospitalized and 925 treated in the emergency department (ED). (Centers for Disease Control and Prevention 2012) Although fatal childhood injuries have decreased over time, (Centers for Disease Control and Prevention 2012) ED visits for injuries in children have increased. (Thompson et al. 2012; Sharpe et al. 2012; Harris et al. 2011; Howell et al. 2010; D'Ippolito et al. 2010) .
We recently described pediatric injury-related ED visits over 5 years from [2004] [2005] [2006] [2007] [2008] , including individualand community-level socio-demographic characteristics, and found an increase in ED visits over the study period but with a stable degree of injury severity. (Macy et al. 2015) Although we have evidence of increasing numbers of ED visits by children with low to moderate injury severity, the relationship between measures of injury severity and resource utilization for ED visits by children has had limited exploration. This is important since understanding patterns of anticipated resource needs could have implications for triaging and cohorting of patients in the ED setting.
The goals of this study were to 1) compare resource utilization for pediatric injury-related ED visits versus non-injury visits and 2) compare resource utilization across levels of injury severity using standardized, validated scales.
Methods

Data source
Investigators obtained data for this retrospective multicenter, multiyear study from the Pediatric Emergency Care Applied Research Network (PECARN) Core Data Project (PCDP), a database established from participating hospitals' administrative and/or electronic health record data. (Alpern et al. 2006) We conducted analyses using data from 2004 through 2008. The institutional review boards of all participating sites and the datacoordinating center approved this study.
Hospital selection
We considered sites eligible for the study based on three criteria: 1) the contribution of data for all study years and 2) the assignment of International Statistical Classification of Diseases 9 th Revision Clinical Modification (ICD-9-CM) E-codes to ≥80 % of visits with associated ICD-9-CM codes for injury (800 to 959.9).
Setting
Of the 24 EDs contributing data to the PCDP continuously from 2004 to 2008, 16 were included in the analyses. Eight sites were freestanding children's hospital EDs, 6 sites were separate pediatric EDs within a general ED, and 2 sites were general EDs. Annual pediatric visit numbers ranged from 10,437 to 84,301, with overall admission rates ranging from 3 to 22 %. Twelve of 16 sites were recognized as Level 1 Pediatric Trauma centers either by the American College of Surgeons and/or state or regional designation. Sites were located in the Northeast (n = 3), Mid-Atlantic (n = 5), Midwest (n = 6), and West (n = 2).
Visit identification
ED visits by children <19 years of age were eligible for analysis. We categorized visits as injury-related based on: 1) the presence of an ICD-9-CM code for injury (800-959.9) in the first three diagnoses OR 2) the presence of any non-location E-code (E849.x). The latter criterion was used in order to capture visits with documented injury mechanisms, but without an injury code assigned. For example, a visit with an ICD-9-CM code for limb pain (729.5) AND an E-Code for motor vehicle collision (E813.x) was considered injury-related. Visits were considered non-injury-related if: all of the diagnosis codes were outside of 800-959.9 AND there was no injury mechanism E-code OR the only E-codes were considered "adverse effects" (E870-E879.99, E930-E949.99).
Variables
Hospital characteristics included ED type (ED in a freestanding children's hospital, pediatric ED within a general hospital, or general ED) and designation as a Level 1 Pediatric Trauma Center. Visit-level data elements within the PCDP included patient demographic characteristics (e.g., age, gender, race, payer), ICD-9-CM codes and Ecodes, and outcome of the visit (admitted, transferred, ED death, or discharge/other). Child age was categorized according to groupings used by the CDC; <1 year, 1-4 years, 5-9 years, 10-14 years, 15-18 years (Centers for Disease Control and Prevention 2010).
Maximum abbreviated injury scale (MAIS) severity
The AIS is anatomically based, consensus-derived, and is considered the global system of choice for injury severity determination. (Association for the Advancement of Automotive Medicine 2008) MAIS scores were calculated using a two-step process. First, an investigator certified in Abbreviated Injury Scale (AIS) scoring mapped each ICD-9-CM code associated with the visit to the 1998 version of the AIS (AIS98) codes using the ICDMAP-90 software, (MacKenzie et al. 1989 ) then manually re-mapped codes to the most recent AIS 2005/ 2008 versions using the AIS manual and the ICD-9-CM injury descriptions, (MacKenzie et al. 1989; Durbin et al. 2001 ; Association for the Advancement of Automotive Medicine 2008) which yielded the maximum AIS (MAIS) severity score value for each visit. This remapping was necessary to ensure the severities from the most recent manual were used. AIS severity scores are on an ordinal scale and range from 1 (minor) to 6 (untreatable). MAIS 2-6 injuries indicated moderate or more severe injuries. ICD-9-CM codes with insufficient detail to be mapped (e.g., 854, "Intracranial injury of other and unspecified nature") and visits categorized as injury related based on an E-code without an ICD-9-CM code in the 800-959.9 range could not be mapped to an MAIS. These visits were determined as "un-mapped" and analyzed separately. Injury Severity Scores (ISS) were calculated by summing the squares of squares of the AIS scores of the three most severely injured body regions, and an MAIS 6 in any body region was assigned an ISS value of 75 (Association for the Advancement of Automotive Medicine 2008).
Severity classification system (SCS)
SCS scores were used as one measure of the anticipated resource utilization for the visit. The SCS is a 5-level system in which ICD-9-CM diagnosis codes have been assigned a score related to the anticipated ED resource utilization for the care of a child with that diagnosis, which can be used to compare across any ED diagnosis (Alessandrini et al. 2012 ) SCS has been previously used to classify severity for various analyses of hospital visits. (Macy et al. 2012; Montalbano et al. 2016; Alpern et al. 2014) For the current study, each case was assigned the maximal SCS score among all ICD-9-CM codes associated with the visit. Within the SCS, a score of 1 indicates minor illness (e.g., diaper dermatitis) and 5 indicates major illness (e.g., septic shock). Each visit was assigned the maximal SCS category based on the highest SCS score among all ICD-9-CM codes associated with the visit.
ED Visit characteristics
Additional measures of resource utilization included length of stay (LOS) and ED visit outcome. LOS was defined as the time between ED triage date/time and ED disposition date/time. ED visit outcome was categorized as admitted, transferred, ED death, or discharged/other (including left against medical advice, left without treatment, and missing). Non-Injury visits n = 2,328,916
All visits n = 3,092,649 
Analyses
Descriptive statistics were used to compare ED resource utilization (ED length of stay, discharge status) by SCS and MAIS level. Differences between the distribution of visit type (i.e., injury vs. non-injury) were compared using a chi-square test. Across the MAIS and SCS categories, differences in LOS were assessed using the KruskalWallis test, increasing trend in median LOS was assessed using the likelihood ratio test, and differences in admission percentages were assessed using the Cochran-Armitage trend test. Single variable logistic regression was used to test for differences in the odds of admission/transfer/death between the injury and non-injury visits. Single variable quantile regression was used to compare the median length of stay by visit type. A scatter plot was created to examine the relationship between SCS and MAIS. Jittering was employed to better display the clustering of observations among specific combinations of SCS and MAIS.
Results
There were 763,733 injury visits and 2,328,916 noninjury visits during the study period. Table 1 shows the patient and hospital characteristics of the sample. Approximately 2/3 of the sample (59.2 %) had an MAIS of 1. SCS 2 and 3 comprised the majority of injured and non-injured patients, although injured patients had a greater SCS 3 percentage. Table 2 shows the ED stay characteristics based on MAIS score for injury visits. ED LOS and admission percentage increased with increasing MAIS from 1-5 (2.6 % to 90.0 % respectively), and then decreased for MAIS 6 (42.9 %). Similarly, the largest proportion of fatal injuries Corresponding median Length of stay (LOS) for each SCS in minutes (excluding visits resulting in death in ED n = 393 (1039 deaths in non-injury group)) f Proportion of patients admitted/transferred/died had an MAIS of 6 (18.4 %). Median ISS reflected the MAIS categories, with most patients having only one ICD-9-CM injury code for their visit. Tables 3 and 4 show the ED visit characteristics based on SCS for injured and non-injured patients, while Table 5 compares the characteristics for the two samples. ED LOS and admission rates increased with increasing SCS in both samples. Quantile regression demonstrated injured patients had shorter median LOS compared to non-injured patients for SCS 3-5 (37, 60, and 60 h respectively). Logistic regression showed that there was a modest but statistically significant decrease in the odds of injured patients being admitted for SCS categories 2-5 (OR = 0.79 to 0.62 for SCS = 2 and 5 respectively). The median ISS was 1 for SCS categories 1-3, with a slight increase to a median ISS of 3 and 10 for SCS 4 and 5, respectively. 
Discussion
We demonstrated that admission rates and ED length of stay increased with increasing SCS (for all visits) and MAIS severity (for injury visits). However, there was little correlation between SCS and MAIS for injury visits; increasing SCS did not consistently align with increasing MAIS for injured patients. Additionally, ED visit metrics differed between injured and non-injured patients in the same SCS categories. Specifically, injury visits had, in general, shorter lengths of stay, and were less likely to result in admission when compared to non-injury visits. The majority of injury visit were MAIS 1 and 2, and while it would be reasonable to speculate that these visits would correspond to SCS 1 and 2, they did not. Instead, we found that although the majority of injuries were minor and could be considered not 'clinically significant' (ie, less than MAIS 2), these children still had moderate anticipated resource needs based on SCS scores of 2, 3, or 4. Therefore, these seemingly 'minor' injuries still have an important impact on healthcare utilization and ED resources. One example might be a patient who sustains an MAIS 1 laceration that necessitates repair (although this could vary from a very minor laceration easily closed with tissue glue to a small but complicated animal bite on the face with avulsion and requiring complex suturing). In some of these cases, patients may have a longer ED LOS resulting from potentially being assigned a lower triage acuity and/or requiring procedural sedation (including nil per os time, calling a consultant, the procedure, and recovery). AIS and SCS are two different schemas that can be used to classify ED visits for injury that have important but unique value. (Association for the Advancement of Automotive Medicine 2008; Alessandrini et al. 2012) AIS was originally designed to compare severity of various injuries, while SCS was created as a way to compare all ED visits based on anticipated ED resource utilization. When considering categorization of emergency department injury visits, investigators using administrative datasets should select the schema that most closely aligns with their aims (i.e., injury severity versus resource utilization), or use a combined approach that incorporates both measures. Similarly, the differences in visit metrics for injured vs non-injured patients of the same SCS category should also be considered in future analyses utilizing SCS to describe anticipated resource Fig. 1 Comparison of MAIS vs SCS for the sample utilization for ED visits among children. Injured patients had 35-60 min shorter lengths of stay and 5-11 % lower admission rates than non-injured patients for SCS categories 3-5. This may reflect the fact that most injured patients are not diagnostic dilemmas, and that more severely ill patients with medical illness may have increased ED LOS due to waiting for an inpatient bed. Investigators should be aware when using the SCS to compare injured and non-injured patients that their visit characteristics can differ.
The AIS has evolved over time, and many diagnoses in the current manual have severity scores that have either decreased or increased from prior versions. (Association for the Advancement of Automotive Medicine 2008) AIS was originally created as a threat to life scale, but over time has accounted for non-fatal injury morbidity. Given that many AIS 1 injuries in this dataset corresponded to an SCS 3, future versions of the AIS could consider incorporating/accounting for ED resource utilization in addition to injury severity, which could enhance the utility of AIS by using a more global definition of injury burden.
For injured patients, there was a significantly higher proportion of admitted patients with SCS 3 when compared to SCS 2, and a significantly longer LOS for SCS 4 patients when compared to SCS 3 patients, which both demonstrate face validity that the categories correspond to actual ED resource utilization in terms of ED LOS and need for admission. Similar trends were seen with increasing AIS score, although there was decrease in LOS and lower percent of patients admitted for those with MAIS 6. This is likely due to a higher proportion of patients who died in the ED, and/or the smaller sample size in this group.
This analysis has limitations that should be considered. First, since it was not a population-based cohort and most of the ED visits in the database were at pediatrics EDs in children's hospitals, we were not able to sample children who sought care at other settings. Similarly, measures such as LOS and resource utilization may have institutional and seasonal variability. However, even though this cohort likely had more severely injured children than the general population of injured children seeking ED care across the United States, the majority of the injuries were minor. Another limitation was that we were not able to reliably identify procedures completed during the visit, which could have been related to proxies of resource utilization, including length of stay. Finally, there were visits that could not be mapped to AIS and/or SCS categories, which could bias the results. However, since this mapping was based on ICD-9-CM codes, and the more general/vague injury codes are the most likely to be unmappable, many of these injuries would have mapped to the lowest AIS and SCS categories.
Conclusion
While admission rates and length of stay increase with increasing AIS and SCS severity, these two classification schemas do not reliably correlate with each other. Similarly, ED visit metrics differ between injured and noninjured patients in the same SCS categories. Investigators conducting analyses of administrative datasets to understand resource utilization of the injured should consider these differences carefully when describing severity for injured patients, and comparing their resource utilization to non-injured patients.
